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HEZ Overview: The Need

Á Capitol Heights Zip Code 20743 with ~ 40,000 residents

Á Much less that 1 physician per 3500 residents 

Á Diverse population presents particular challenges that are 

exacerbated by the lack of reliable, robust data on residentsô health 

care needs, utilization and outcomes. 

Á Given that over 90% of the population belong to a racial and/or ethnic 

minority a comparison of the Maryland median with the values for 

Capitol Heights on several health indicators demonstrates significant 

disparities (see Table 1). 

Á Need to address social determinants of health

Table 1 Life Expectancy 
(2006 ς2010) 

Average LBW 
Rate

Medicaid 
Enrollment

Wic Participation

Maryland Median 79.2 6.3 109 17.9

Capitol Heights 72.16 11.8 201.33 29.72



RESIDENTS LIVING IN POVERTY IN THE PAST 12 MONTHS BY ZIP CODE, 

PRINCE GEORGE'S COUNTY 2009-2013

Source: 2009-2013 American Community Survey, Table S1701

Thepercentof peopleinpoverty 

intheCountyismoreconcentrated

withintheWashington,D.C. 

metropolitanarea.
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Health Enterprise Zone: Strategy

Á Increase Access to Healthcare 

ïEstablish Patient Centered Medical Homes 

(PCMHs) through incentives

ÁCreate Population Health Management 

Model to coordinate care in a community

ï improves the health outcomes of a group 

by monitoring and identifying individual 

patients within that group. 

ïrequires a robust care management and risk 

stratification infrastructure, a cohesive delivery 

system, and a well-managed partnership 

network

ïgives real-time insights to identify and address 

care gaps within the patient population. 
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Health Enterprise Zone: Strategy

ÁEstablish Health Information 

Exchange 

ÁEngage the Capital Heights 

community ïCommunity Activation: 

elected officials, civic associations, 

faith based leaders, residents

Á Improve Health Literacy ïPatient 

Activation with the assistance of the 

University of Maryland School of 

Public Health

ÁReduce healthcare costs
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Health Enterprise Zone Overview
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Increase Access: 

Capital Heights: zip code 20743
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Density Map of HEZ 

ü Kingdom Square: Capitol Heights
ü Southern Capitol Heights
ü Coral Hills
ü Seat Pleasant 
ü Fairmount Heights



PATIENT-CENTERED

CARE

PERSONAL

PHYSICIANS

Who is responsible?

Patient-Centered Medical Home
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Increase in Access to Healthcare as of 

Dec. 31, 2016:

Á 58,451 Total number of patient visits in HEZ medical practices

Á 41,614 Patients seen (unduplicated visits) 

Á Patients seen are from 20743 and surrounding zip codes

Á 17,249 Patients seen in practices from zip code 20743

Approximately 41.45% of patients are from Zone

Increase Access:
Summary of PCMH Services and Increase in Capacity at Y4, Q3
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Increase in Healthcare Workforce 
Á 4.4 New Zone providers; 4.2 existing = 8.6 practitioners (MDs, PAs, NPs 

and nurse midwife)

Á 4.9 New licensed health care providers (RNs, LPNs, social workers, 

CMAs, and certified counselors)

Á 13.50 New and other licensed health care practitioners (All Practitioners)

Á 5 Full-time Community Health Workers

Á 18.9 New jobs created in the Zone to date

Á Total Zone FTE: 27.05 (all categories ïNew and Pre Zone)
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The Population Health Model

A well-developed care management program is the 
key to better outcomes and cost savings, especially 

in populations with chronic disease

http://www.urgentcareadvisors.com/population-health-management-vs-accountable-care-organizations/ 12



Population Health Management
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CRISP HIE  Hospitals (49

Rushern L. Baker, III 
County Executive

PGCHD: Public Health Information Network 

Health Information Exchange

Public Health Information Network
Consent2Share Segmentation Engine

(MPI-PIX / XDS / XCA / CCD / Labs / Rad / eRX)

Connectivity, Security, Management, SSO

MD Hospitals (49) 

Consent Management 
System

Consent2Share (C2S)

Greater Baden
GE Centricity

Dimensions
Athena Health

DŜǊŀƭŘΩǎ CŀƳƛƭȅ

eCW

Transformation and Routing 

DC Hospitals (7) 

Health EC
Care Coordination 

System

Capital Partner in Care HIE

DC Ambulatory HIE
(300 Providers) 

Family Medical
eCW

Global Vision
Office Ally
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Care Coordination 

ÁCare coordination is a key strategy that has the potential to improve the 

effectiveness, safety, and efficiency of the American health care system*. 

ÁWell-designed, targeted care coordination that is delivered to the right 

people can improve outcomes for everyone: patients, providers, and 

payers*.

ÁMust obtain data to identify your targeted population*.

ÁPrince Georgeôs County HEZ statistics ( from CRISP data):

V10% of Prince Georgeôs County HEZ residents represent 80% of all 

readmissions at County hospitals

VApproximately 270 patients are very high utilizers 

V In need of multiple services, i.e. social services, primary care, 

behavioral health services 

Resource:  Institute of Medicine of the National Academies*

OPPORTUNITIES AND SOLUTIONS: CARE COORDINATION
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Targeted Population
Inpatient Utilization Data for HEZ - zip code 20743 from CRISP

2-5%

1%

80%

6-10%

% Readmissions%  Total Patients %  Discharges

6-10%

6-10%

Care management and risk 
stratification infrastructure



Á High risk patients in poor control of their 

chronic illness

Á High risk patients needing connections to 

family and social services

Á High risk patients with unmet behavioral 

health needs

Á High risk patients in need of medication 

management

Á Patients with no Primary Care Physician

Á Patients who have not seen a PCP in > 12 

months

Á Patients with no health insurance

Á Patient with care gaps

Á High risk patients with a hospital 

readmission within 30-days for the same 

condition 

Á Very high need patients who have 3 or more 

inpatient visits in one year 

Á Patients with multiple ED visits

Á Patients with multiple 9-1-1 calls for non-

emergent reasons
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Who we have served 


